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Introduction 
Small cell lung cancer accounts for 25--30% of 
primary lung tumours and is characterized by early 
and distant metastases. Despite this, intestinal 
metastases are uncommon and rectal deposits have 
not previously been described. We report a patient 
who developed rectal small cell carcinoma 2 yr after 
an apparently curative resection of a mixed small and 
large cell tumour of the bronchus. 
Case Report 
In January 1990 a SO-year-old engineer presented 
with haemoptysis. Examination showed features of 
right lower lobe collapse which was confirmed on a 
chest radiograph. Bronchoscopy identified a poly- 
poid lesion occluding the origin of the right lower 
lobe bronchus. Biopsy showed no abnormal tissue. 
Computerized tomography (CT) of the chest and 
upper abdomen showed no evidence of local or 
distant metastases and a. right middle and lower 
lobectomy was performed. Histology of the resected 
lung showed a poorly differentiated tumour with 
features of both small cell and squamous carcinoma. 
The resection margins and sampled nodes were free 
of tumour and no further treatment was given, 
Clinical and radiological follow-up including repeat 
chest and upper abdominal CT showed no recurrence 
of the tumour up to 1 yr following lobectomy. 
In January 1992 he presented with pain on defae- 
cation, change in bowel habit and rectal bleeding. 
Rectal examination revealed a large mass with the 
lower margin 8 cm from the anal margin. The chest 
radiograph was unchanged and a bone scan and 
ultrasound examination of the abdomen were nor- 
mal. At operation a 7 cm tumour of the rectum was 
found extending outside the wall of the rectum and 
adherent to the sacrum. There were enlarged infil- 
trated nodes anterior and lateral to the tumour but 
no other sign of peritoneal spread. An abdomino- 
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perineal resection of the rectum was performed and 
histology coniirmed metastatic small cell carcinoma 
identical to the original tumour (Plate 1). Between 
March and July 1992 he received six courses of 
etoposide, cyclophosphamide, methotrexate and 
vincristine. Apart from persistent bladder symptoms 
which were thought to relate to his abdominal 
surgery he remained in good health. 
In November 1992 investigation of perineal pain 
demonstrated a pelvic recurrence on abdominal CT 
and the area was treated with palliative radiotherapy 
with relief of the pain. Unfortunately the pain 
recurred in March 1993, the pelvic mass was found to 
have enlarged and he was given two courses of 
carboplatin. In July 1993, he presented with a small 
bowel obstruction. At operation the terminal ileum 
was found to be adherent to the malignant mass in 
the pelvis and an ileo-colic anastamosis was carried 
out to relieve the obstruction. There were no other 
abdominal, lymph node or hepatic metastases seen at 
operation or on repeat CT scan. After an initial 
improvement in pain and well-being, he deteriorated 
and died in August 1993. 
Discussion 
Clinically obvious large bowel secondary deposits 
from primary lung tumours are rare (l-4) although 
autopsy studies suggest that silent metastases to the 
bowel are more common. In an 11-yr period when 
6006,patients with lung cancer were treated, only six 
had symptoms related to bowel metastases although 
70 of 431 patients undergoing autopsy had a second- 
ary intestinal tumour, with the large bowel affected in 
24 patients (1). 
In a similar study of 423 autopsies following 
primary lung cancer, 4% of patients had intestinal 
secondaries, but in only three (0.7%) was the 
large bowel alone affected. In none of these 
patients was the rectum the only site of tumour 
involvement (3). 
Surgical intervention for bowel symptoms associ- 
ated with metastases from a primary bronchus is 
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Plate I Histology of small cell carcinoma: (a) bronchial lesion and (b) rectal lesion. (Haematoxylin and eosin). 
associated with a poor prognosis (1,5,6). In the only 
other case report of surgery for colonic metastases 
from small cell lung cancer, there were extensive 
deposits throughout the small bowel which could not 
be resected (6). 
The patient we describe above is unusual in being 
the first reported to have a rectal small cell secondary 
deposit from a primary lung cancer and he is unfor- 
tunate to have developed recurrence so long after 
resection of the primary. Although the literature 
would suggest that surgical intervention is associated 
with a poor prognosis, abdomino-perineal resection 
in the patient we describe eradicated his bowel symp- 
toms and was thus excellent palliation for at least 18 
months. We would suggest that patients presenting 
with intestinal metastases due to small cell lung 
cancer should be considered for surgery if there is no 
other evidence of tumour spread. 
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